In subsequent sessions, client has self-reported a high degree of shame and guilt 
she associates with both her ETOH hx as well as her inability to stay sober. Client has 
recently acknowledged low self-esteem contributes to her relapse hx, reports she 
develops an attitude where her failure seems inevitable based on prior hx as well as the 
sense that she has “let down” both her husband and her daughter. 

Client reports that her father’s demise due to ETOH abuse resulting in liver failure 
reinforces this sense of inevitability; she witnessed his multiple unsuccessful attempts at 
maintaining sobriety even following dx of cirrhosis and states she sees a correlation with 
her seizure hx due to ETOH w/d and his “drinking himself to death.” 

Client states her frequent relapses occur somewhere between 3-6mos of sobriety 
when her guilt for the damage caused by her ETOH abuse becomes overwhelming. Client 
reports multiple instances wherein her husband and/or daughter have begun to develop 
some level of trust in her; client reports she then sabotages same due to belief that she 
both doesn’t deserve any level of trust and that she will eventually disappoint them 
anyway so why postpone the inevitable. 

Client reports her sense of shame and guilt manifests in her attempts to hide her 
drinking from her family rather than confront it openly and honestly, reports knowledge 
that she “isn’t fooling anybody” as her anger and behaviors while actively drinking make 
her ETOH use obvious. Client reports her subsequent denials when confronted reinforce 
her husband’s and daughter’s disappointment in her, as well as reinforcing her own 


diminished sense of personal worth. Client states her relapse following her sister’s death 


was due to her belief that she had “let her (sister) down” by not managing to stay sober 
for any appreciable length of time. This was exacerbated by her sister’s prior statements 
equating client’s ETOH abuse and related health issues with their father’s lifelong ETOH 
abuse and death directly linked to his ETOH abuse. 

Client reports she has consumed ETOH while at her job “but only during lunch 
breaks”, reports that this is a recent development but that it is causing her to fear for her 
job. Client is able to acknowledge prior progression in her drinking, states her belief that 
her job is too important to her to allow said progression to occur but is able to recognize 
drinking during her lunch breaks had also been unacceptable behavior to her prior to it’s 
occurrence. Client states that her performance at work has suffered as a result of frequent 
hangovers and tardiness which reinforces her sense that her position is threatened. Client 
reports she has never disclosed her ETOH use to management or her peers at work, 
reports she recognizes she could safeguard her position by seeking tx referral from 
company’s EAP but fears that she will be judged as a failure if her ETOH abuse hx is 
disclosed. Client also links the progression of her drinking to the increase of instances 
where she drinks and drives and states that an OUI conviction would hinder her ability to 
travel to her job, yet this fact is not enough to cause her to stop this inevitably detrimental 
behavior. 

The client has been diagnosed with 303.90 Alcohol Use Disorder — Severe, due to 
following diagnostic criteria: The client reports taking alcohol in larger amounts and over 
a longer period than was intended. The client reports a persistent desire and unsuccessful 


efforts to cut down alcohol use. The client reports cravings for alcohol use. The client 


reports that she has continued alcohol use despite having persistent and recurrent social 
and interpersonal problems caused by the effects of alcohol. The client reports recurrent 
alcohol use in situations in which it is physically hazardous. The client reports continued 
alcohol use despite knowledge of having persistent physical and psychological problems 
that are likely to be exacerbated by alcohol. The client reports having developed 
tolerance, as defined by a need for markedly increased amounts of alcohol to achieve 
intoxication or desired effect. The client reports to have suffered from Alcohol 
Withdrawal 291.81 as defined in the alcohol withdrawal diagnostic criteria, manifested as 
development of insomnia, anxiety, psychomotor agitation and generalized tonic-clonic 
seizures after a cessation of alcohol use that has been heavy and prolonged (DSM-5, 
p.490-491, p.499-500). 

Client reports her experience in AA has been mostly beneficial and that she feels 
comfortable with it's emphasis on a reliance in a God of her understanding but she also 
reports her relapse hx reinforces her guilt and shame as well as her fear that she is 
constitutionally incapable of any extended period of sobriety. Client reports her sponsor 
in AA is very supportive and has urged her to continue in her 12-Step process; client 
states she has completed Steps 1, 2 and 3 in AA but has always balked at completing her 
"fearless and searching moral inventory" in a 4th Step due to the combined guilt over her 
anger issues while drinking, her sense of having "let down" her husband and daughter, 
her sister and, indirectly, her father, as well as her self professionally and, eventually she 
feels, her employers. Client also states that admitting "to God, to (herself) and to another 


human being the exact nature of (her) wrongs" is absolutely out of the question, a 


reflection on her fear of judgment for her behaviors as well as her high degree of shame 


(http://www.aa.org). 


Further sessions in client's outpatient care will emphasize purpose of AA's 4th 
Step as being about ability to be honest with herself and her sponsor in whom she reports 
considerable level of trust. Emphasis will be on this level of honesty regardless of 
whether in comes in a 4th Step or with this clinician, her priest or her family, centering on 
benefits of confronting the realities of her past and her behaviors as the best means by 
which to alter her perspective on her self. As client has self-reported as a devout Catholic, 
client will be urged to recognize her faith's teaching of the need "to examine (her) faith 
regularly" ( Burns R. E., 1952 ) as means to find willingness to engage in a personal 
inventory and the Church's emphasis on the beneficial effects of confession as means to 
encourage client's willingness to engage in honest self-examination of her assets and her 
liabilities as well as disclosure of same, whether with her sponsor or her priest. 

Client's self-reporting reflects a need for fundamental change in cognition and 
behavior; she engages in a perpetual cycle of fear of disclosure of her relapses and daily 
ETOH abuse while being unwilling to admit to said behaviors when her anger and 
behaviors make them obvious to her family members. She engages in behaviors which 
jeopardize her marriage, her relationship with her daughter and her professional position 
and yet denies same when confronted, despite full recognition of their potentially 
detrimental effects. She realizes the long-term damage she has done/continues to do to 


her physical health, that at 48yrs old her liver function is probably suspect; she is 


currently at the age where her father's ETOH-induced illness began to manifest, yet 
continues to fully participate in her own physical decline despite knowledge and evidence 


of initial stages of said decline including recurrent seizure hx brought on by ETOH w/d. 


